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Abstract 

Compared to the substantial literature on male- 
female relationships, there is little research or theory to 
explain the psychology of lesbians or the dynamics of 
lesbian relationships. This results from widespread 
homophobia and society's acceptance of compulsory 
heterosexuality. Homophobia exerts a profound 
influence on therapy, and there are many reasons why 
a lesbian, or a woman who thinks she might be a 
lesbian, should be treated by an "out" lesbian therapist. 
Maintaining secrecy about one's lesbianism demands 
psychic energy, and it is injurious to self-esteem. 
Exploring the risks and benefits of "coming out" is 
necessary in the treatment of lesbians, and generally a 
lesbian experiences marked improvement in 
psychological well-being as she sheds the burden of 
secrecy. In addition, lesbian clients often need to know 
about community resources, literature, and women's 
activities where their sexual identity and self-esteem 
can be affirmed in positive ways and where they can 
find supportive friendship networks. 
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Colloquium: 

Issues in 

Psychotherapy with 
Lesbian Women 

Nanette Gartrell, M.D. 

One needs only to take a cursory look through the 
literature on the psychology of women from the last 
decade to realize that women’s struggle to establish 
intimacy and mutuality in their relationships with men 
has been the subject of extensive investigation. One is 
likewise struck by the paucity of literature on 
relationships between women which have been 
mutual, egalitarian, and fulfilling. Why, one might ask, 
have we consistently focused our writing, thinking, and 
teaching on power struggles in heterosexual 
relationships, and ignored the egalitarian models 
which have been created in lesbian relationships? 

A large part of the answer, I suspect, is that most 
feminist theorists fail to recognize the extent to which 
they have accepted the myth that relationship maturity 
is possible only through heterosexual union. 
Heterosexuality must be recognized as a powerful 
patriarchal institution which has been “...imposed, 
managed, organized, propagandized, and maintained 
by force..." says Adrienne Rich, in order to ensure that 
women are physically, economically, and emotionally 
dependent on men. 1 Whereas women often are 
struggling to build relationships which will be 
mutually supportive and nurturing, the institution of 
compulsory heterosexuality has forced most women to 
seek sexual complementarity from men, many of whom 
are not as motivated to provide emotional fulfillment. As 
a result, heterosexual women often find themselves 
struggling to understand the discrepancy between the 
myth of heterosexual romance and the reality of 
heterosexual relationships. 

Not surprisingly, lesbians are seen as a direct threat 
to the institution of compulsory heterosexuality. 
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Lesbians are women who, in their selection of other 
women as lovers, partners, and companions, inevitably 
make a clear statement of resistance to economic, 
emotional, and sexual dependence upon men. The 
price of this resistance has been enormous. Lesbians 
have been burned as witches, sentenced to prison and 
concentration camps, and more recently kidnapped 
and “deprogrammed" by gang rape. Lesbianism has 
been called sinful, evil, perverted, deviant, and 
antisocial. It has been defined as psychiatric illness 
requiring treatment by institutionalization, drugs, 
electroshock, and sometimes lobotomy. Documents 
such as letters, poetry, books, and journals written by 
lesbians have been destroyed 1 or reinterpreted 
heterosexually. Clearly, the existence of egalitarian, 
fulfilling lesbian relationships represents a 
significant threat to patriarchal exploitation and 
subjugation of women. 

In psychotherapy with lesbian clients, it is essential 
that the therapist understand the etiology of 
compulsory heterosexuality and the homophobia 
(specifically in this paper referring to the fear of, hatred 
of, or aversion to lesbianism) which perpetuates it as a 
patriarchal institution. The therapist must also be skilled 
at facilitating an exploration of the impact of 
homophobia on the lives of lesbian clients. The 
influence of homophobia is so profound that it is 
important to examine it as an essential feature in all 
therapy. For lesbian women it is even more crucial, for 
it relates centrally to the basic issue of self-image, and 
its ramifications affect all aspects of therapy. This 
paper, therefore, will focus on the effects of 
homophobia and on the importance of an “out" lesbian 
therapist for lesbian women. Having worked as an “out” 
lesbian psychotherapist for the past 5 years, I will 
discuss some treatment goals and strategies which I 
have developed to assist lesbians in understanding 
homophobia and in maintaining a positive self-image in 
an oppresively heterosexist world. 

Understanding homophobia 

Regardless of the problem which brings a lesbian 
into treatment, her experiences of homophobia 
inevitably become a focus of attention during the 
treatment process. Since understanding the personal, 
economic, social, and political ramifications of 
homophobia is essential in working with clients who are 
struggling with these issues, I believe that lesbian 
clients should be treated by “out" lesbian 
psychotherapists. 

There have been a number of studies evaluating the 
effect of therapist-client similarity on the treatment 
process. 2 There is evidence that when the therapist 
and client have the same racial or ethnic background, 


the commonality of experience—and not simply a 
theoretical understanding of it—produces a more 
favorable therapeutic outcome. 3,4 Liljestrand, Gerling, 
and Saliba examined the relationship between sexual 
orientation of therapist and client, and found that 
therapist-client similarity in sexual orientation was 
correlated with a more successful treatment outcome 
than therapist-client difference in sexual orientation. 5 
My clinical work with lesbian clients, as well as their 
reports of previous treatment experiences with 
heterosexual therapists, supports this finding. 

Women frequently seek treatment at the time that 
they first become aware of their sexual and emotional 
attraction to other women. Generally they are 
frightened about these feelings and concerned that 
they will end up as social outcasts if they pursue 
relationships with women. Since many of the clients 
have no prior information about my sexual orientation, 
they are very anxious as they describe to me their 
feelings about women. They are afraid that I will be 
offended by their attraction to women and that I will view 
them as emotionally disturbed. 

I make every attempt during the initial interview to 
convey my comfort with such clients’ feelings about 
women. After obtaining information about the current 
relationship or potential relationship, I take a history of 
past relationships, making it clear that I am interested 
in any person, female or male, for whom the client has 
had strong feelings. In inquiring about past 
relationships, I intentionally do not ask a separate 
question about heterosexual relationships, since such 
questions are interpreted by lesbian clients as a value 
judgment about the primacy of heterosexuality. At 
some point during the initial interview, I comment on the 
variety of cultural myths about lesbianism which are 
sometimes hard to ignore since they are so ingrained 
in our thinking; then I ask the client to describe her own 
perceptions and fears about lesbianism. At the end of 
the interview, I provide a brief summary of factual 
information about lesbianism which is pertinent to any 
negative attitudes, stereotypes, and fears the client has 
expressed. Additionally, I inform the client about my 
clinical training, the type of therapy I provide, and my 
areas of expertise. I identify myself as a lesbian to most 
clients who are concerned that they might be lesbians, 
and to all clients who have already identified 
themselves as lesbians. I explain that I specialize in 
psychotherapy for lesbians and that my clinical 
experience, as well as my personal and political 
understanding of lesbianism, will be important assets 
in the treatment. For the client who is conflicted about 
sexual orientation, I add the statement that I feel 
comfortable working with her regardless of her 
eventual sexual orientation—lesbian, bisexual, or 
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heterosexual. I explain that the most important aspect 
of trying to explore various sexual orientations is to be 
able to do so in a nonjudgmental atmosphere. 

My heterosexual colleagues have expressed 
considerable concern about the disclosure of my 
lesbianism to my lesbian clients. Many of them aspire 
to conducting treatment in a setting in which the client 
has very little information about the therapist. By means 
of analogy, they claim they would never discuss their 
marital status with their clients. What these individuals 
fail to recognize is the fact that most people in our 
society are assumed to be heterosexual, unless 
otherwise identified. Furthermore, wedding rings and 
office pictures of spouses and children are not invisible 
to clients. I interpret discomfort with the disclosure of 
my lesbianism to clients as an indication of 
homophobia on the part of therapists who subtly or 
blatantly advertise their heterosexuality in the 
treatment setting. 

Occasionally I see clients who are conflicted about 
their sexual orientation whom I do not inform of my 
lesbianism. Typically these women are horrified at the 
prospect of being identified as lesbian and are 
terrified of having contact with other lesbians. In such 
cases, it has been clear that early disclosure of my own 
lesbian identity would make them too frightened to 
continue treatment. Generally these clients have been 
able to explore their own homophobia in the course of 
therapy and have become more comfortable with their 
attraction to women without knowing about 
my lesbianism. 

For the most part, I have experienced very positive 
responses from clients to whom I have disclosed my 
lesbianism. The following comment is typical of those I 
have received from lesbian clients who have just been 
informed that I am a lesbian: "I feel very relieved to hear 
this. I feel like you won’t consciously or unconsciously 
be judgmental of me or about my feelings for women.” 
A number of my clients who have been unable to 
establish an alliance with previous heterosexual 
therapists expressed the feeling that they knew that 
things would be different working with me, because 
they felt that I, as a lesbian, could understand them. As 
one client put it, “I have seen four different ’straight’ 
therapists for one or two sessions each. Every one of 
them seemed to focus on my lesbianism and the family 
dynamics which made me that way. When you told me 
in the first session that you were a lesbian, I knew that 
I had finally found the right therapist. I was sure that you 
wouldn’t interpret every problem in my life as 
connected to my lesbianism whether it was or not.” 
Generally, I have found that the disclosure of my 
lesbianism has been a critical first step in building a 
therapeutic alliance with lesbians—particularly with 


those who enter treatment feeling socially isolated or 
alienated because of their attraction to women. 

Positive identification with a therapist can have a 
significant impact on a client who is suffering from low 
self-esteem. While racial or ethnic minority persons 
may have close, supportive family members and role 
models to help them face the larger society’s hostility 
and oppression, lesbians generally do not grow up in 
family or social groups where other members are 
lesbian or gay. 

Identifying oneself as a lesbian in a social 
atmosphere of homophobia, without family or peer 
support, can be devastating. For the lesbian who seeks 
treatment at this time, the availability of a therapist who 
can be a positive lesbian role model is important. The 
fact that I am a lesbian who is "out,” who has completed 
medical school to become a psychiatrist, teacher, and 
researcher, is tremendously helpful in dispelling the 
myth that lesbians are incapable of functioning as 
successful, competent, and contributing members 
of society. 

Special concerns of lesbian clients 

There are many times in the course of treatment that 
the experience of being a lesbian is essential to the 
treatment process. As a lesbian, I am able to empathize 
with the pain of secrecy as well as the liberation of 
coming out. I can understand the complexities of 
lesbian lifestyles and the importance of community 
activities. I also speak the same language as my 
clients. I know what it means when lesbians use words 
such as “dyke,” ’butch,” and “femme," and my clients 
have expressed appreciation that they do not have to 
change their vocabulary when speaking to me. For 
example, one client informed me that she felt that her 
previous heterosexual therapists would interpret her 
use of the word “dykish” pejoratively, so she instead 
used the phrase “somewhat masculine,” even though 
she felt that it never quite captured the concept she had 
been trying to present. 

Riddle and Sang have observed that the therapist’s 
having a personal understanding of lesbian life 
experiences seems to accelerate the treatment 
process. 6 1 have also found this to be the case, 
particularly when I have been able to assist clients in 
taking advantage of community resources. I had one 
experience which clearly illustrates this point. A woman 
came to see me because she was considering 
dropping out of school to move to another city with her 
woman lover. When she first came to see me, she gave 
me only a false first name. She explained that she had 
never discussed her 7-year relationship with anyone 
other than her lover. She was terrified that the school 
administration might find out about her relationship 
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if she had a mental health record with her name 
on it. She did not see herself as a lesbian, because she 
had never felt attracted to any women other than her 
current lover. 

From my personal and clinical experiences with 
homophobia, I was aware that denying one’s 
lesbianism, even in the context of a lesbian 
relationship, is a common phenomenon. Such denial 
enables a women to see herself as “different” from all of 
the negative stereotypes about lesbians which exist in 
our culture. Beneath the denial is generally a poor self- 
image which is fed by a constant struggle to keep one's 
relationship hidden. This client had even resorted to 
changing pronouns, so that her friends at school would 
believe that she was involved with a man rather than 
a woman. 

The therapeutic intervention in this case consisted 
primarily of educating her about lesbianism. I began by 
providing information to assuage her unrealistic fears 
about lesbian psychopathology; then I recommended 
books for her to read and suggested community 
activities she might wish to attend. Before leaving the 
first session, she told me her real name. When she 
returned for the second session, she had read Our 
Right to Love, a lesbian resource book produced in 
cooperation with the women of the National Gay Task 
Force. 7 She also had decided to attend a “Coming Out” 
group at a local women's center. Most of the second 
session was focused on her anxiety about attending 
this group and her concern that perhaps she was a 
lesbian after all. The following week she attended the 
“Coming Out” group, where she met three other women 
she described as "just like me." They took her to a 
women’s concert where she saw thousands of lesbians 
celebrating their love of women; on the spot she 
decided to acknowledge her own lesbianism and join 
in the celebration. During our third meeting she 
informed me that she appreciated the opportunity to 
talk with me, but that she now had friends with whom 
she could discuss her lesbianism, and that she no 
longer needed to see me. She said she felt so good 
about her new contacts with the lesbian community that 
she had decided to stay in Boston until she finished 
school. She was no longer fearful that her school 
administration would discover that she was a lesbian, 
because she learned that her school had an official 
policy of nondiscrimination against gays and lesbians. 
I never saw her again, but she did call me a year later 
to thank me for my helpfulness and to tell me that her life 
was going very well. The treatment process never 
would have proceeded so rapidly if I had not been able 
to validate this client’s lesbianism and refer her to the 
appropriate community resources. 

It is of course important to understand that 


psychotherapeutic training does not automatically 
qualify a lesbian as an expert in lesbian psychotherapy. 
Every therapist working v/ith lesbian clients must have 
an understanding of her own internalized homophobia 
in order to make certain that it does not affect the 
treatment process. Therapists—lesbian and 
heterosexual alike—often become defensive at the 
suggestion that they have internalized negative 
feelings about lesbianism. It is difficult for most of us to 
acknowledge that just because one does not want to be 
homophobic, one can automatically eliminate all 
homophobic feelings. Understanding cultural 
homophobia from the perspective of living in that same 
culture requires rigorous training and study. 8 

Obviously, if a therapist and client share the same 
homophobic attitudes, these will not be challenged in 
the treatment process. 8 For example, one of my lesbian 
clients had been actively discouraged from 
childbearing by her previous therapist. Whenever the 
client brought up her fears about the difficulty of raising 
a child in a homophobic society, her therapist would 
reinforce her fears. The therapist told her that she 
should not subject a child to the psychic trauma of 
growing up as a social outcast. In fact, studies have 
shown that the children of lesbian mothers are no 
different from the children of heterosexual parents on a 
variety of developmental measures. 8,10 Clearly, the 
former therapist's communication that children raised 
in lesbian households would be incapable of coping 
with cultural homophobia was a reflection of the 
therapist's personal bias rather than scientific 
evidence. A more helpful and effective treatment 
intervention would have involved examining the client’s 
concerns about childbearing in relation to the existing 
data. 

Treatment aimed at uncovering the "etiology” of a 
client’s lesbianism is an obvious indication of therapist 
homophobia. Before entering treatment with me, a 
number of my clients saw other therapists who viewed 
lesbianism as a developmental disorder. The 
therapists had insisted on exploring jfamily and 
relationship dynamics which predisposed the clients to 
become lesbians. Needless to say, clients who entered 
that type of treatment with homophobia-induced low 
self-esteem were not helped to overcome their feelings. 
Many reported that they felt unhappier about their 
lesbianism when they terminated than they had when 
they began the treatment. Since studies 11 repeatedly 
have refuted psychodynamic theories about the 
“etiology” of lesbianism (the term etiology by definition 
already implying that lesbianism is pathological), there 
is no indication for treatment based on this approach. 

It is not uncommon for lesbians who are having a 
particularly difficult time with internalized homophobia 
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to develop symptoms which inhibit their ability to 
function in relationships. Ferreting out the homophobia 
in these cases requires an understanding of the impact 
of discrimination on intrapsychic functioning. One of 
my clients had been in treatment previously because of 
her inability to have orgasms with her lover. Although 
she had been orgasmic at the beginning of their 
relationship and she continued to be orgasmic while 
masturbating, she had become progressively unable 
to be aroused by her lover. Her previous therapist used 
the techniques developed by Masters and Johnson 12 to 
assist her and her lover in improving their sexual 
relationship. Unfortunately, she was unable to move 
beyond the sensate focus exercises despite weeks of 
patient effort on the part of her lover. A year later, when 
the client entered treatment with me, her sexual 
dysfunction was still a problem. However, it became 
clear to me that she was deeply troubled about her 
family’s rejection of her because of her lesbianism. My 
approach to treatment for her was focused initially on 
developing strategies for managing the conflict with 
her family. I also encouraged this client to expand her 
network of support within the lesbian community so that 
the absence of family approval would feel less 
devastating. As her own negative feelings about 
lesbianism began to diminish, she realized that her 
inorgasmia had enabled her to avoid sexual contact 
with her lover and therefore feel less vulnerable to her 
family's disapproval of their relationship. That 
realization led to a gradual return of her sexual 
functioning. Although the previous therapist had had 
good intentions in her efforts to assist this client and her 
lover in resolving their sexual conflict, the therapist was 
inexperienced in working with lesbian clients and did 
not understand that homophobia could present as a 
sexual dysfunction. 

The lesbian therapist 

In any discussion of therapist homophobia, the 
subject of the closeted lesbian therapist inevitably 
arises. There are many more closeted lesbian 
therapists in existence than “out" lesbian therapists. 
One might ask whether it would be better for a lesbian 
client to be seen by a closeted lesbian therapist than a 
nonlesbian therapist, since the closeted lesbian 
therapist at least has the benefit of understanding 
lesbianism from her own personal experience. The 
problem with this line of reasoning is that simply being 
a lesbian is not the only prerequisite for understanding 
homophobia. One must also make a concerted effort to 
be educated about the personal, political, social, and 
cultural ramifications of homophobia. The lesbian 
therapist who remains in the closet believes that she will 
lose respect from her colleagues and her clients, 


among others, if her sexual orientation becomes 
known. Because she allows her own fears of 
homophobia to dictate a life of secrecy, the closeted 
lesbian therapist may be unable to offer unbiased 
assistance to lesbian clients who are struggling with the 
risks of coming out. Some closeted lesbian therapists 
have been known to counsel lesbian clients against 
ever coming out. Since coming out is a positive step 
toward self-affirmation for most lesbians, closeted 
lesbian therapists must make every effort to guard 
against perpetuating their own fears when working with 
lesbian clients. 

Another difficulty which arises when a lesbian 
therapist is closeted is that most lesbian communities 
are small, and therefore a client may learn of her 
therapist's lesbianism via a mutual acquaintance. This 
presents a particular strain on the therapeutic 
relationship, especially when the therapist does not 
acknowledge her lesbianism. If the therapist denies her 
lesbianism or refuses to reply when asked if she is a 
lesbian, she makes a clear statement of discomfort 
about her lifestyle to the client. Denial of her lesbianism 
will seriously threaten the therapeutic alliance because 
the client will then know that she cannot trust her 
therapist to be honest. If she acknowledges her 
lesbianism but requests that the client keep this 
information confidential, she disrupts the therapeutic 
relationship by placing the client in the special role of 
“secret keeper.” Giving a client the “gift” of secret 
information about the therapist’s private life will inhibit 
the client’s ability to express negative affects toward 
the therapist. Clearly, unless a closeted therapist leads 
such an isolated life that her clients would never find out 
that she is a lesbian, the likelihood of a client's 
discovery of the therapist’s lesbianism is a risk—and 
that discovery is likely to have a negative impact on the 
treatment process. 

As an “out" lesbian therapist, I have found 
advantages and disadvantages to living and working 
within the lesbian community. My experiences have 
been similar to those described by Anthony, another 
“out” lesbian therapist. 13 Since I participate in a variety 
of lesbian social and political activities, I occasionally 
encounter clients at these functions. Although running 
into me at activities reinforces my clients’ image of me 
as a therapist who affirms her own lesbianism and 
relates comfortably to the community, it sometimes 
creates problems in the transference. Topics which 
arise after such encounters include comfort or 
discomfort with how I am dressed, the company I keep, 
and my level of commitment to political activities. At 
these times I make every effort to explore clients’ 
feelings about these issues without becoming 
defensive or attempting to justify my own behavior. 
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Even when I am successfully able to do this, I feel some 
regret that the lesbian community is not large enough 
to allow me to participate in such activities more 
anonymously. 

The size of the community and the possibility that my 
friends may meet or know my clients or my clients’ 
friends make confidentiality a very important issue. I 
never identify my clients or discuss them in social 
situations. I ask my clients early in treatment if they 
would like me to acknowledge them if I encounter them 
outside of treatment. If they do wish to be 
acknowledged, I inform them that I will simply say 
"hello," and that I will not engage in any further 
conversation with them or their companions. I also 
make every effort to launder the identities of my clients 
out of case presentations, papers, or lectures such as 
this one, so that any client who may be present tonight 
or who may someday stumble across this paper will be 
unable to identify herself in the text. 

Every therapist encounters erotic transference which 
sometimes blocks treatment. Anthony reported that 
erotic transference produced a therapeutic impasse 
only in cases where her client was relatively alienated 
from the lesbian community. 13 1 have encountered only 
two cases in which an erotic transference temporarily 
blocked the treatment. In both of these cases, the 
clients were lesbians who had been experiencing 
major difficulty in their attempts to establish 
relationships. They also had isolated themselves from 
the community because of their internalized 
homophobia. Although the treatment was eventually 
able to proceed after exploring their need to see me as 
an idealized, eroticized object, in both cases I found it 
necessary to be quite explicit about the ethical 
prohibitions against therapist-client physical contact. 

Erotic transference is obviously not unique to 
psychotherapy with lesbian clients. However, because 
the institution of compulsory heterosexuality has 
allowed lesbianism to be defined only as a sexual 
behavior—and not as a lifestyle with social, political, 
and economic as well as sexual components—lesbian 
clients who do not have a sophisticated understanding 
of this particular form of homophobia are likely to 
interpret the therapist’s acknowledgment of her own 
lesbianism as a sexual come-on. Increasing their 
exposure to the lesbian community via books, 
articles, and activities enables these clients to view the 
sexual component of lesbianism from a more 
appropriate perspective. 

The significance of “coming out” 

I emphasize the importance of lesbian clients being 
treated by “out" lesbian therapists, because I believe 
that being out is necessary for healthy adaptation to 


lesbian life. I have found from my clinical and personal 
experience that self-esteem and self-image is 
enhanced in direct proportion to increasing visibility 
and openness about one’s lesbianisnti. The 
improvement in psychological well-being as one sheds 
the constraints of secrecy makes exploration of the 
risks and benefits of coming out mandatory in the 
treatment of lesbian clients. 

Most closeted lesbians have developed a system of 
defenses that allows them to function as if being 
closeted were ego-syntonic. These defenses must be 
identified so that the client can explore the possibility of 
coming out with an understanding of both intrapsychic 
and extrapsychic prohibitions. One of the most 
common defenses is to deny that living in the closet 
requires any special effort. When I first explore the 
possibility of coming out v/ith clients, many of them 
inform me that the issue is irrelevant because they 
never engage in intimate conversations with family 
members or work associates. They express pride in 
their ability to sidestep questions about their personal 
lives, and deny that their inability to be honest has any 
negative impact on their assocations with friends and 
family members. On further questioning, the enormous 
effort required to conceal their lesbianism becomes 
apparent. Clients begin to acknowledge how terrified 
they feel whenever they are asked about their personal 
lives. They report feeling extremely anxious whenever 
anyone even mentions boyfriends, marriage, and 
children in their presence They describe how painful it 
is to make their relationships invisible and to act as if 
their lovers were merely friends. Eventually most clients 
recognize that living in the closet not only feels bad, but 
that also it requires a tremendous expenditure of 
energy. 

The next step in the process of exploring coming out 
options involves a careful assessment of risks. The 
obvious risks in terms of personal and economic loss 
can be relatively easily identified. For some women, the 
potential losses are so great that coming out cannot be 
considered until important changes occur. These are 
women who are at serious risk of losing their lives, their 
jobs, their homes, or their children if their lesbianism 
becomes known. However, it is still important to help 
these clients plan toward future changes which will 
allow them fewer restrictions because of their 
lesbianism. For example, a third year medical student 
I saw in treatment had decided that her last 2 years of 
medical school would be too painful if she were out. At 
her medical school, evaluations were completely 
subjective for the third and fourth years. She knew that 
confronting every resident and attendant who made 
homophobic comments on rounds would put her at risk 
of receiving poor evaluations. She expressed a wish to 
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be out after medical school, but she was concerned 
about the impact of being out on her medical career. 
Since I had treated a number of lesbian clients for 
depression secondary to career choices which had 
taken them deeper and deeper into the closet, I pointed 
out to this medical student that it was important to follow 
a career path which allowed for greater rather than 
lesser openness. Her ensuing treatment focused on the 
ways that she could merge her career and coming out 
goals into a lifestyle which felt comfortable to her. She 
is currently practicing as an out lesbian internist in a 
large metropolitan area. 

More often than I encounter clients who have clearly 
identifiable risks associated with coming out, I see 
clients who have a generalized fear of coming out. 
There are clients who may realistically fear personal 
rejection, but who do not risk major physical or 
economic hardship if they were to come out. For these 
clients, it is not sufficient to assess only the risks and 
benefits of coming out in each interpersonal situation. 

It is equally important to evaluate the long-term social 
and psychological consequences of remaining 
closeted. The cost of this secrecy cannot be 
underestimated. The constant need to lie, to be on 
guard, and to pretend heterosexuality must be 
understood by clients in terms of the toll on psychic 
energy and injury to self-esteem. Weinberg 14 in Society 
and the Healthy Homosexual contends that the amount 
of psychological damage caused by lying is directly 
proportional to the amount of self-contempt which 
motivates the lie. I would add that the amount of 
damage is also proportional to the length of the time 
maintaining the lie. Obviously, the longer a lesbian has 
lived in the closet, the greater her guilt will be when 
coming out and informing those around her of past 
deceptions. Lesbian clients who have some choice 
about coming out (again, this does not mean coming 
out risk-free; it only means that they are not likely to 
suffer major physical or economic hardships) must be 
educated about the long-term potential for stress, 
anxiety, and depression if they remain closeted. 

One of my clients was a successful attorney in a 
corporate law firm. She concealed her lesbianism from 
both her work colleagues and her family. During the 
initial history, I noted that she had been abusing alcohol 
during the 3 years she had worked for the firm. When I 
confronted her about her alcohol abuse, she related it 
to the stress of work. Eventually, she was able to see 
that being closeted was also contributing to the anxiety 
which she treated with alcohol. However, she was 
unwilling to explore the possibility of coming out as a 
means of alleviating stress. She agreed to cut down on 
her alcohol consumption, but she refused to consider 
attending Alcoholics Anonymous (AA). 


During the second session, the client informed me 
that she had just discovered a breast lump. She was 
scheduled for a lumpectomy the next day. Despite her 
young age, she was found to have breast cancer, 
which required radiation and chemotherapy. During 
her hospitalization, both her colleagues who visited her 
and her family learned that she was a lesbian through 
another physician’s indiscretion (i.e., via a note in the 
chart). All continued to be extremely supportive of her 
even after they were aware of her lesbianism. In the 
psychotherapy which followed, this client reported 
feeling extremely relieved that she no longer had to 
hide. She was finally able to acknowledge the degree 
to which the stress of being closeted had contributed 
to her alcoholism. She began to attend AA, and she has 
been dry for the past 2 years. While this forced coming 
out by another physician’s indiscretion is certainly not 
advisable, if it had not occurred, the therapeutic 
struggle around her alcohol abuse undoubtedly would 
have been greatly prolonged. 

I find that it is particularly helpful for clients to have 
worked through some of their internalized homophobia 
and to feel good aboutjbeing lesbian prior to coming 
out publicly. Obviously it is very stressful to confront 
blatant homophobia when coming out; therefore, I 
encourage clients to begin this undertaking from a 
position of as much strength and pride as possible. 
Coming out to one's parents after a recent relationship 
loss, for instance, is likely to be far more stressful than 
coming out to them when one is involved in a good 
relationship. Even if the client generally feels happy 
about being a lesbian, confronting typical parental 
concerns that she will have a more difficult life as a 
lesbian at a time when she is experiencing the acute 
pain and loneliness of a relationship loss inevitably 
generates unnecessary self-doubt. Selecting the 
appropriate time and setting for coming out will enable 
the client to withstand anticipated confrontations and 
criticisms with the least amount of psychic trauma and 
damage to self-esteem. 

Once a client has decided that she would like to 
venture out of the closet, the therapist should be able to 
provide some useful coming out strategies. Together 
the client and therapist can develop a sequence from 
high to low priority persons to whom the client will come 
out. The therapist should point out that it often takes 
weeks or months to resolve feelings around a particular 
coming out experience. Therefore, the coming out 
strategy should not involve coming out to every 
significant person in the client’s life simultaneously. The 
therapist should explain that the client is likely to have 
much more positive experiences in coming out if she 
takes the time to educate the important people in her 
life whom she will need for support if she en- 
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counters any major homophobia or discrimination 
down the line. 

The particular sequence for coming out will vary from 
client to client. Most clients feel the need to inform close 
friends and family members about their lesbianism 
prior to coming out at work. In preparation for coming 
out to friends and family members, we discuss the 
client’s expectations about how each person will 
respond. We evaluate these expectations in terms of 
any previous homophobic or supportive statements the 
person may have made in the client's presence. I may 
then role play the coming out conversation between the 
client and this person. I attempt to role play the various 
ways one can acknowledge one’s lesbianism in a 
manner which is not confessional. I explain that 
acknowledging one’s lesbianism proudly, 
affirmatively and directly (i.e., in person) not only 
bolsters one’s own self esteem, but also makes it clear 
that the client feels good about her life. This is an 
important communication, since she should not put 
herself in a position of having to defend her lesbianism. 
Instead, the person to whom she has come out must be 
assisted in acknowledging her or his own homophobia. 
The client must help the person to understand that their 
future relationship is largely dependent upon her or his 
willingness to eliminate homophobia through self- 
examination and education. I encourage clients to 
provide books and articles containing up-to-date 
information about lesbianism to interested friends and 
family members. Having good resource materials on 
hand not only relieves the client of the responsibility of 
being the sole educator, but it also provides information 
about topics which may be difficult to discuss 
in person. 

Parents usually feel guilty about or responsible for 
their daughter’s lesbianism. Most parents believe the 
myth that childrearing practices determine sexual 
orientation. As a result, when they learn that their 
daughter is a lesbian, parents often blame each other 
and themselves for not being passive enough, 
assertive enough, masculine enough, or feminine 
enough when their daughter was growing up. I warn 
clients that providing information and reading materials 
may not be enough to counteract the feelings of guilt 
and failure which their parents may experience when 
they learn of their daughter’s lesbianism. I explain that 
parents may need support groups (such as Parents of 
Gays groups which meet regularly in most major cities 
in the United States) or psychotherapy to work out their 
own conflicts about having a lesbian daughter. Clients 
may be able to help their parents locate support groups 
and nonjudgmental psychotherapists to help them with 
this process. 

When clients are considering coming out at school or 


at work, I emphasize the importance of doing so only 
when they feel academically or occupationally secure. 

I saw two clients who had come out when they were in 
academic difficulty. Whereas other students in similar 
difficulty had been placed on academic probation, 
both lesbian students were informedjthat they would be 
asked to withdraw from school if thejr grades did not 
improve significantly within one semester. Obviously, 
the risk of homophobia compounding academic or 
occupational insecurity is great. 

Beyond the major obstacles of friends, family and 
work, lesbians will make choices about being out every 
day of their lives. One must decide when, where, and 
how to express affection toward a lover in public. One 
must also develop a casual way of informing 
acquaintances of one’s lesbianism when asked the 
inevitable questions about marriage and family. I 
encourage clients to correct heterosexist assumptions 
in as casual a manner as they would correct any other 
erroneous assumption. F : or example, I suggest that 
when asked if they are married, they respond, “Oh, no, 
I’m a lesbian, and I am involved in a relationship," if they 
are, just as calmly and directly as they would respond 
to a mistaken assumption about where they grew up. 

In interactions with people who are relatively 
inconsequential in one’s life, I stress that it is 
important to protect oneself from unnecessary 
vulnerability. One can do this by presenting one’.s 
lesbianism in a directly factual manner with no invitation 
for detailed or intimate discussion. 

Although it is often tempting to avoid disclosing one’s 
lesbianism to people whom one does not know well, I 
remind clients that they will be likely to come away from 
every situation in which they have deferred to 
heterosexist assumptions feeling bad. Generally, the 
decision to conceal one’s lesbianism—even in a casual 
encounter—is accompanied by an internalization of the 
negative attitudes which one assumes other people 
would express if one’s lesbianism were acknowledged. 
By making a promise to oneself that one will be honest 
about one’s lesbianism as often as possible, one 
avoids returning to the closet with an impaired self- 
image. Being out allows one to externalize rather than 
internalize the anger one feels in response to 
homophobia; it also enables one to develop more open 
and honest friendships with those who are supportive. 

Before terminating with lesbian clients who have 
recently come out, I point out the importance of 
protecting themselves from future insults or difficulties 
in their lives. Although they may be fairly adept at living 
in a homophobic world by then, I stress the need to 
maintain a viable lesbian support network. I remind 
them that as long as we live in an oppressively 
heterosexist world, lesbians will be Victimized in order 
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to keep women in a subservient role. I encourage them 
to continue resisting this tyranny by being out, by 
participating in the lesbian community, and by lending 
a helping hand to other lesbians who are struggling 
with the same obstacles they have now overcome. I 
express the hope that being out will enable them to 
enjoy a greater sense of personal freedom than they 
had previously experienced. 

One cannot possibly cover all of the issues which 
come up in psychotherapy with lesbian clients in a 
single paper. Certainly, the criticism may be raised that 
I have not cited examples of poor or working class 
women in my discussion. Since I work largely in an 
academic environment, most of my referrals are 
students or professionals. Although the issues I have 
raised are relevant to all lesbians, class privilege 
cannot be overlooked as a major factor affecting 
coming out choices. 

I have limited my focus further to a discussion of the 
treatment of lesbian clients by “out” lesbian therapists 
who can assist clients in the process of coming out 
themselves. I have pointed out some of the many ways 
in which coming out positively influences self-esteem 
and self-image in lesbians. I have also discussed being 
out in the sociopolitical context of compulsory 
heterosexuality. It is my hope that increasing lesbian 
visibility will not only dispel destructive stereotyping 
and homophobia, but that it will also demonstrate to 
nonlesbian women that there are models for initimate, 
egalitarian, and emotionally fulfilling relationships. 
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Discussion Summary 

After each colloquium lecture, a discussion session 
is held so that students and visitors can exchange 
ideas with each other and with the speaker. Questions, 
responses, and highlights of the discussion are 
selected, summarized, edited, and presented here to 
expand and clarify the speaker’s ideas. 


Question: Are you saying that only an "out" lesbian 
therapist should work with a lesbian client? Or are you 
saying a nonlesbian therapist could also—provided 
she has acknowledged and worked through her own 
homophobic reactions? 

Gartrell: It’s possible for a straight therapist to do it, 
but it’s a tall order. Understanding one’s own 
homophobia requires attending conferences, 
participating in groups with lesbians and heterosexual 
women together, and developing an intimate 
knowledge of lesbianism. I would never say that such 
specialization is impossible in someone who is not 
lesbian, but I mustn’t understate how much effort is 
involved. And understanding one’s own homophobia is 
only one ingredient; the other ingredient is lots of 
experience working with lesbians, plus sensitive 
clinical supervision. 

Question: Would you talk a little more about the ways 
that a lesbian feminist might go about working on her 
own homophobia? 

Gartrell: The prescription includes everything— 
reading, interacting in groups with other lesbian 
feminists, exploring theoretical and personal and 
political issues, community activity, plus good clinical 
supervision if she is a therapist. 

Question: Coming out is hard for teenagers and 
young adults who are still financially dependent or very 
involved with their parents and families. You seem to 
think that the sooner the better for coming out, but 
would you comment on the special problems for young 
women? 

Gartrell: I don’t work with young adolescents, but I do 
work with college age women. Girls who are in therapy 
and who come out in adolescence have a particularly 
difficult time because they generally are being seen by 
therapists who are specialists in treating children. I 
believe that child therapy training is by far the most 
homophobic of all the psychotherapeutic clinical 
training tracts. Despite the fact that homosexuality is no 
longer defined as a mental illness, I don’t know of a 
child therapy program in this city in which same sex 
interaction is not considered to some extreme 
pathological. If an adolescent is involved with another 


person of the same sex, and if her parents discover it 
and decide that the youngster should see a therapist, 
she generally will be treated by someone who views her 
behavior as pathological. I have had a number of 
clients who did come out as teenagers and who were 
taken to a series of therapists who made them feel 
terrible about sensual feelings or relationships 
involving people of the same sex. Coming out in 
adolescence usually is a traumatic experience. I really 
don’t want to give the impression that the sooner you 
come out the better. In some academic and 
occupational settings it’s; risky; recall that I discussed 
the importance of establishing oneself academically or 
occupationally prior to coming out. After all, we have to 
support ourselves, and putting one’s own livelihood in 
jeopardy is not something that most people want to do. 
While some youngsters c an come out as teenagers and 
manage college and entry into the workforce without 
serious difficulties, the usual pattern is to encounter a 
lot of discrimination and criticism. 

Question: There are gay youth support groups in a 
few metropolitan areas, and teenagers either get there 
secretly or have very understanding parents. Frankly, 
most kids attend covertly. What do you think of these 
groups? 

Gartrell: Generally the groups are very helpful for the 
teenagers. The book Reflections of a Rock Lobster 
(Alyson Pubns, 1981) was authored! by Aaron Fricke, a 
teenage boy who came out in high school. It describes 
how incredibly painful and isolating the experience can 
be when there is no support group available; this young 
man was physically and emotionally abused regularly. 
It is crucial for gay youth to have a place to go where 
they are not made to feel bad, sick, and awful—which 
is basically how most adolescents talk about gay and 
lesbian people. (Remember that probably the most 
pejorative word in teenage vocabulary is faggot, and 
think about its effect on adolescents who think they may 
be—or who are identifying themselves as—gay or 
lesbian.) 

Question: How do you work with lesbians who are in 
a relationship—basically like a marital relationship— 
where one of them previously has been married and 
now has children living at home with the couple? I find 
that some women are unable to talk about their 
homosexuality with the children. How do you help 
women in that situation? 

Gartrell: There are a fair percentage of cases in 
which the biological father of the children will initiate a 
custody suit if the children learn of the mother’s 
lesbianism and if the father knows that the children 
know. Many lesbian mothers fear such action—that is, 
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losing their children because of a father’s rage that the 
mother is “advertising" her lifestyle to the children. That 
kind of situation, and what it does to a woman’s 
thinking, must be dealt with realistically. For those who 
are not at risk for custody suits because of 
acknowledging their lesbianism to the children, I think 
it’s important for mothers to understand that children 
are aware of a lot more than they think they are, and 
probably at an earlier age than they realize. Further, at 
school it is common for kids to ask, "Who is in your 
home?” “Do you have a mommy and a daddy?” “Oh, 
you have two mommies?” By age 8 or 9 children have 
ideas about what two women in a household means. 
Then the children will hear, “Your mommy is a lesbian,” 
or “The other woman in your house is a lesbian.” 
Frequently the children don’t tell their parents that they 
are dealing with the subject because they feel 
ashamed, or that this would be hurtful to bring home, or 
it involves sex and therefore they shouldn’t talk about it. 
It is healthier for them to talk about it to the children 
before other kids confront them and make them targets 
of discrimination. Generally I encourage women to talk 
to their children about their lifestyle. Of course every 
situation is different, depending on how old the kids 
are, what sex they are, and what the mother-child 
relationship is like—not to mention what each child’s 
own personality strengths are. Nonetheless, I think it is 
important that lesbian mothers should not set the 
subject aside until the child’s adolescence or 
adulthood just because it is a tough subject to 
address. 

Question: If a child shows disruptive behavior, could 
it be linked to the "secret” that no one speaks of? 

Gartrell: Of course it could. It may not be a secret to 
the child, but the mother may think it is a secret. There’s 
a profound negative message that goes along with not 
talking about something that is so obvious. In other 
words, it goes in the category of something so bad that 
it can't be talked about, and usually gay or lesbian 
parents do not want their children to feel that way. 

Question: In the process of helping people come out, 
do you ever get involved with their families? If so, can 
you share something about your experience in helping 
lesbian women come out to their parents? 

Gartrell: On just a few occasions I have met with 
clients and their families. When parents asked to talked 
to me, it generally appeared that they were so troubled 
about their daughter's lesbianism that they wanted to 
know if I was encouraging it or, they hoped, trying to 
"cure” it. In such cases the client usually has been 
uncomfortable with lesbianism and has said that to the 
parents. The most liberal, open-minded parents 
generally show prejudices and stereotyped concerns 


or fears that are only slightly different from those of 
conservative, narrow-minded parents. The reactions 
are fairly predictable. 

Question: Is it really advisable to recommend 
therapy for parents who are upset when they have been 
informed that their daughter is a lesbian? Aren’t they at 
risk for seeing a homophobic psychotherapist? 

Gartrell: Yes, they are. That's why I mentioned that 
the client may wish to find nonjudgmental therapists in 
the area where the parents live so they can say to their 
parents, “This is a person who has experience in 
helping people understand homosexuality...” 

Generally it is not helpful to go home and say, “I have a 
gay therapist I would like for you to see.” Most parents 
won’t react to that very well if they’re upset. It is useful 
to suggest a therapist who has worked with parents of 
gays; lacking that, a therapist who is not homophobic 
can help the parents. It is always important for the client 
to be armed with plenty of resources. There are many 
extremely homophobic books that are available in 
libraries and bookstores. It is important to select 
materials that will provide up-to-date information, 
making it clear that there is no psychopathology in 
lesbianism and homosexuality. Further, it is important 
to have resources in the form of friends, therapists, 
support groups, or any other people to help the parents 
get exposure to reasonable attitudes. 

Question: Why do you emphasize the importance of 
lesbians seeing lesbian therapists? What do you think 
about a woman who already is out and who is feeling 
comfortable as a lesbian and is seeking therapy for 
help with some other issue? 

Gartrell: It’s really an individual matter. A fair number 
of lesbians who are already out feel more comfortable 
seeing lesbian therapists because they feel that we 
speak the same language and that we understand 
things about the community. For example, I know the 
names of lesbian performers that they may talk about, 
or other things involved with the lesbian lifestyle. But for 
the lesbian client who is already out and comfortable 
with it, there are many problems for which a person may 
want to see a therapist that have no connection with 
homophobia or lesbianism. In those cases, the client 
should seek the kind of treatment she needs—and the 
therapist may or may not be lesbian. 

Question: The number out lesbian therapists is small, 
and the number of lesbian women who need help with 
homophobia, self-esteem, and intimacy is large. How 
does your thesis help the many women who should be 
treated by lesbians but can’t find them? 

Gartrell: That’s a severe problem. Being out is 
something that you can only experience by doing it. An 
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out lesbian therapist can relate to all the different levels 
of coming out without carrying around the fears that we 
all have until we experience it. Because there are not a 
lot of out lesbian therapists, I think the lesbian 
therapists who are not out need to be available. Still I 
stress the importance of hard work on the homophobia 
that keeps one from coming out or feeling comfortable 
being out. It is easy for a closeted lesbian or nonlesbian 
therapist to express more anxiety about risk-taking 
because or her own feelings than may be warranted for 
the client's particular situation. 

Question: There are some lesbian therapists who 
simply are not good therapists and who have been 
damaging or destructive to lesbian clients. I think it is 
most important to see a good therapist—a sensitive 
human being—and not specifically an out lesbian 
therapist. 

Gartrell: Of course I would agree that it is important 
to see somebody who offers good treatment, who is 
reputable, qualified, empathic, understanding, and a 
worthwhile human being. Yet there are good and bad 
therapists of all kinds and in each subspecialty. It pays 
to check around, no matter whom you want to see. 

Question: Do you have bisexual clients? You speak 
of the importance of lesbian clients coming out—but 
would you encourage bisexuals to come out? 

Gartrell: Yes, I do have bisexual women clients, and 
most of them are having difficulties with their feelings 
about women. They don't have such difficulties with 
their heterosexual feelings, because those are 
accepted by most people. In therapy we explore the 
lesbian feelings, and I work with them in trying to feel 
more comfortable with those feelings. I don’t 
encourage a person to aim for one sexual orientation 
and lifestyle or the other. Some eventually pursue 
lesbian relationships, some don’t. It really depends on 
life circumstances and other elements that go into 
finding women or men with whom they want to be 
involved. 
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